Introduction
This paper reports a follow-up and family study being carried out at the University of Iowa College of Medicine on primary affective disorders and schizophrenia in patients hospitalized thirty-five years ago. The purpose of this project is to obtain objective data to shed light on our understanding of these two major functional psychosestheir diagnostic validity, clinical features, course and outcome, heterogeneity, life histories, related illnesses and characteristics of familial association. This research started with 525 patients selected from inpatients consecutively admitted to the Iowa Psychopathic Hospital between 1934 and 1944, and with a stratified random sample of 160 surgical patients admitted to the University General Hospital during the same period.
A specially designed structured interview form -the Iowa Structured Psychiatric Interview (ISPI) -is used to follow up all living index patients, and as many of their living first-degree relatives as possible.
At this time, over one-third of the estimated total study population of three thousand patients and relatives have been • 359 personally interviewed, and the preliminary findings are reported here.
Subjects
The selection process of the index population is outlined in Figure I . A detailed description of this process for the psychiatric probands appeared elsewhere (3, 4) . Owing to the strictness of the selection criteria a sample of subgroups of psychiatric patients who are extremely homogeneous was assembled for the diagnoses under examination.
The surgical population was stratified to match the psychiatric index group for Age, Sex, and Admission Status (an indicator of socioeconomic status). The final sample represents a proportional allocation for these three variables which were evenly distributed among the two surgical diagnoses. It was required that each member of the surgical index group (which was designed to serve as a baseline for comparison with the outcome in the psychiatric group) should be free of psychiatric symptoms insofar as this could be determined from a review of the medical chart.
Methods
The chief considerations in all methodological decisions have been how to maintain objectivity and blindness in the data -the goal being to insure, as far as possible, that those workers actually involved in the gathering and evaluation of data should be blind to its source, whether from a psychiatric index, a control subject or a relative.
In an attempt to achieve this goal, the various steps in the process are strictly classified and conducted by non-overlapping teams of personnel. The only personnel with direct access to the Figure original medical charts are those engaged in locating the current whereabouts of the study population, for making the initial contact with its members, informing them of the purpose of the project, enlisting their cooperation and arranging for the time and date of a personal interview.
The first member of a family contacted is asked to provide information on other members of the family concerning addresses, births, deaths and current mental status of the proband. Up to this time at least one member of 539 of the 685 families has been located, and among those contacted so far only seven percent refused to participate.
Personal interviews are conducted by specially trained personnel, using a form specifically designed for the project -the Iowa Structured Psychiatric Interview (lSPI) (6) .
Ultimately, the aggregate of follow-up data on the index cases and their families will comprise completed ISPIs for the living, approximated ISPIs for deceased index cases, telephone interview, death certificate, medical records information, and independent diagnostic assessments of the ISPIs by three psychiatrists.
Prior to this final accumulation of data and its subsequent clinical and computer evaluation a method of obtaining a gross indicator of outcome was developed. Current follow-up information on each index patient is immediately given a rating on several variables, three of In addition to the above ratings, each of these categories have the following possibilities:
7 Available information is insufficient to make a definite determination; 8 No pertinent information is available on this item. In their application these last two ratings take on the following meanings. A '7' is used to indicate a 'gray area' among the specific possible ratings, and thus, has a positive connotation in favour of ill health, whereas an '8', since it indicates that there is no information for that variable favouring a disability designation, has a positive connotation inclining to good health.
These ratings are based only on current follow-up information, and represent either the present status or the status at the time of death. In the course of applying the numerical ratings in each category, no reference is made to the individual's research diagnosis. In addition to the numerical rating for Physical and Mental Health, a brief specifying note is made if the rating is other than '0' .
In order to group the index population according to the degree of psychiatric disability, each of the possible combinations of three digit numbers for the variables listed above was labeled as indicating Severe, Moderate or No Psychiatric Disability (Table I) Table I lists only those 95' ratings obtained by at least one index patient. For example, no index patient in the present group had a '0-0-2' composite, so this rating does not appear in the Table. Results
Approximately 79 percent of the index population has been located. Of the 539 'indexes' on whom there is any current follow-up information, at the present time there is not sufficient information available for 117 of them upon which to base an evaluation of psychiatric disability, This group is mainly comprised of people living outside the state, but who have not as yet been personally contacted, or those who are known to be dead but for whom there is no information available on the three variables being used for evaluation.
From Table II it can be seen that there are no extreme differences among the index groups' percentages in each column. This was to be expected, since there has been no attempt to give preference to one diagnostic group over another in the follow-up process. The chief parameter in follow-up during this phase of the project has been geographic convenience -those members of the study population living near this centre were followed up first, and gradually the rest of the state has been covered. This method has made possible the collection of considerable data and has not created a bias in favour of any particular index group. The consistently lower follow-up figures for the Control group are partly attributable to the fact that the Social and Family History sections in their original medical charts are much less detailed than those of the Psychiatric groups, and thus a control is much more difficult to track down if he or she does not continue to live at the same address. Another possible explanation for the lower Control group figures, is that a psychiatric illness may handicap a person's mobility. It will be interesting to see whether in the final analysis it is possible to follow-up a higher percentage of the psychiatric indexes because they have been significantly less mobile than the controls. Table III shows the results of the preliminary analysis of outcome in the index population, using three indicators -Employment, Physical and Mental Health Status.
The typical individual listed under 'Severe' was: Unemployed; Physically Healthy; Obviously Mentally Ill. The rating of 'Obvious Indication of Mental Illness' was: residency in a mental institution; death by suicide; mutism; unusual or bizarre be-haviour at the time of personal interview; or otherwise an incapacity for completing the interview not attributable to physical illness. The typical person listed under 'None' was: Employed at full capacity or usual member of the non-labour force, and free of any indication of mental illness. Physical health and ill-health were more evenly distributed in the latter group.
As can be noted from Table III , no controls fell into the Severe category, and a significantly higher proportion of schizophrenics (57.5 percent) than either depressives or manics (26.2 percent and 29.1 percent respectively) appear in this category. Likewise, a significantly lower proportion of schizophrenics (18.7 percent) than any of the other index groups appear in the category indicating No Psychiatric Disability; and the proportions of depressives (46.2 percent) and manics (36.4 percent) are both significantly lower than for the controls (89.2 percent) in this category.
Discussion
A group of 525 psychiatric probands were selected for a follow-up and family study of Depression, Mania and Schizophrenia. For purposes of comparison 160 psychiatric symptom-free surgical probands were added, bringing the total index population to 685. Data from the analysis of thirty to forty-year-old medical charts of the psychiatric group have already been reported (l, 2, 4, 5, 7-10). Approximately one-third of the field work has now been completed. In this report on methodology and the preliminary results from field work, outcome appears to be in the expected direction -schizophrenic probands have the lowest percentage among the four index groups for the absence of psychiatric disability, and the highest percentage for severe disability; the control patients demonstrate the opposite trend in the extreme; and the affective disorder patients generally fall between the schizophrenics and the controls.
These results cannot be presented without emphasizing the blindness built into the design -at every stage of the data gathering process, access to identifying information is strictly controlled; each member of the index population has been assigned a file number at random and all records are kept by this number without regard to discrete diagnostic groups; for the evaluation of psychiatric disability presented in this paper criteria were established beforehand and the ratings upon which the evaluation was made based on actual follow-up data of an individual by name without regard to the research diagnosis; once criteria had been established and the ratings given, the partitioning of the population into the three categories and the subsequent distribution by diagnosis were completed mechanically.
It should be remembered that the results presented here are preliminary. It was considered advisable at this stage of the project to obtain at least some gross indications of the trends in this population and this has been largely achieved. It was not intended that these results should be viewed as final or definitive, and any meaningful interpretation of the data presented here must wait for more sophisticated analyses and additional pertinent data. However these results can be used as evidence to support the methodology being employed to gather the data.
A large body of follow-up data, strictly controlled for bias, has been obtained in a relatively short period of time, utilizing non-psychiatrist personnel. It is to be hoped that other workers will be similarly optimistic that this signals a breakthrough in the field of psychiatric epidemiology. If it is possible to develop objective instruments to be used by well-trained non-psychiatrists in the gathering of comprehensive epidemiological data on psychiatric illnesses, then many necessary basic research projects in psychiatry which are left undone for lack of available psychiatrists may be more feasible.
While there are great expectations for the research data to come out of this project it is now realized that a significant companion result may be the contribution made to methodology and logistics.
Resume
Nous avons selectionne un groupe de 525 sujets a antecedents psychiatriques pour faire une etude post-hospitalisation portant sur la depression, la manie et la schizophrenie, etude completee par une enquete sur le milieu familial des sujets. Afin de permettre une comparaison, nous avons ajoute ace groupe 160 sujets a antecedents chirurgicaux qui ne presentaient aucun symptome psychiatrique, ce qui a porte le total des sujets examines a685 . Les donnees provenant de l'analyse de fiches medicates, vieilles de 30 a 40 ans, concernant le groupe psychiatrique, ont deja fait l'objet de communications (l, 2, 4, 5, 7-10). Nous avons maintenant termine environ le tiers de notre travail sur le terrain. Ce rapport sur la methodologie et les premiers resultats du travail sur le terrain semblent bien confirmer l'hypothese de depart: les sujets schizophrenes ont, des quatre groupes etudies, le plus faible pourcentage pour I' absence d' incapacite psychiatrique et le pourcentage le plus eleve pour I'incapacite grave; a l'inverse, les sujets temoins se situent a I' autre extreme; quant aux patients qui ont eu des troubles affectifs, ils se rangent en general a michemin des schizophrenes et des temoins.
On ne saurait presenter les resultats sans mentionner les garanties d' objectivite de I'etude. A chaque etape du recueil des donnees, on a entoure de mesures strictes I'acces aux moyens d'identifier les sujets. Ainsi, a chaque sujet examine, on a attribue un numero au hasard et tous les dossiers sont identifies par ce seul numero, sans reference a des groupes de diagnostic distincts. Pour ce qui est de l'evaluation de I'incapacite psychiatrique dont il est question dans cet article, les criteres ont ete etablis a I' avance et les cotes d;evaluation basees sur les donnees reelles de l' examen d'un sujet dapres le nom, independamment du diagnostic de recherche. Une fois les criteres etablis et les cotes affectees, on a precede mecaniquernent a la ventilation de la population etudiee entre les trois categories et a la repartition ulterieure selon le diagnostic.
On nobliera pas que les resultats presentes ici sont preliminaires. On a juge opportun, ace stade-ci de I'etude , d'obtenir au moins quelques grandes indications des tendances de la population examinee, ce qui est en grande partie fait. Nous ne pretendons aucunement que ces resultats soient definitifs et sans appel. Une interpretation vraiment significative des donnees presentees doit attendre des analyses plus fines et recevoir le complement d' autres donnees pertinentes. Toutefois, ces resultats sont, pour nous, la confirmation de la justesse de la methodologie suivie pour reunir les donnees.
On a pu rassembler en relativement peu de temps, en recourant a du personnel non psychiatrique, un vaste ensemble de donnees strictement controlees et fiables. Toute cette recherche constitue a nos yeux, et nous souhaitons que d'autres travailleurs part agent notre sentiment, un reel pas en avant dans le champ de I'epiderniologie psychiatrique. 11 est possible de mettre au point des instruments objectifs que pourront utiliser des non psychiatres avertis et specialernent formes pour la collecte de donnees epiderniologiques generales sur les maladies psychiatriques; des lors, on pourra songer a donner suite a de nombreux et necessaires projets de recherche fondamentale en psychiatrie lesquels, faute de psychiatres pour s'en occuper sont, jusqu'ici, restes en souffrance.
Nous attendons beaucoup du resultat de cette recherche mais, par ailleurs, nous nous rendons compte qu'un de ses fruits indirects, mais non des moindres, pourra etre l' apport fait a la methodologie et a la logistique.
For so your doctors hold it very meet, Seeing too much sadness hath congeal'd your blood
And melancholy is the nurseoffrenzy Therefore they thought it good you hear a play Andframe your mind to mirth and merriment, Which bars a thousand harms and lengthens life.
The Taming ofthe Shrew
William Shakespeare 1564-1616
